Health Bill and the debate surrounding it as it passes through parliament. In terms of criminal justice this debate has largely centred on the balance to be struck between the human rights of mentally disordered offenders and protection of the public. What is striking is the focus on patients with potentially untreatable disorders (such as personality disorders) rather than any debate concerning-or even with reference to-the human rights of those with treatable disorders, such as those with acute psychosis.
Each year in England between 5% and 8% of all patients (or 1300 to 2000 patients) detained under section in psychiatric hospitals come through the court or prison systems. Unlike their counterparts in the community these patients will wait several months for a hospital bed and are invariably floridly psychotic and untreated. Why untreated? Apart from those sections relating to transfer, the Mental Health Act of 1983 does not apply in prison.
Among the countries of Western Europe, England and Wales currently have the highest rate of incarceration per 100 000 people, although those countries are not alone in having a significant overrepresentation of people with a psychiatric disorder in the criminal justice system-variously estimated at between 60% and 90%. This problem is common to many countries, including most of Europe and the United States, as is the inability to ensure the rapid transfer of patients with acute mental illness out of prison and into hospital.
Prison healthcare policy in Europe, including the United Kingdom, is underpinned by the concept of equivalence of care with that of patients in the community. Equivalence of care should mean that those patients in prison who need to be admitted to hospital under the Mental Health Act wait no longer than those patients who are sectioned in the community. Equivalence of care-along with the right to health (article 12 of the United Nations' International Covenant on Economic, Social and Cultural Rights) and the right not to be subject to torture or to inhuman or degrading treatment or punishment (article 3 of the European Convention of Human Rights, enshrined in UK law as the Human Rights Act 1998)-should form the basis of health care provided to mentally ill prisoners. The reality is somewhat different.
So why are we failing? The issues relate not only to culture and resources but also to the failure of the Mental Health Act and of health commissioners to provide adequately for these patients. Well known factors contributing to this failure include the lack of diversion of mentally disordered prisoners by the courts and the police; poor care in the community; and the pressure on beds in acute psychiatric intensive care units and in medium secure units. Less recognised factors are the lack of "stepdown facilities" and of appropriate pathways of aftercare, with the consequent bed blocking in medium secure units. Emphasising the role of the patient's commissioning primary care trust in ensuring timely transfer, without placing any statutory obligation on trusts, is unlikely to produce a satisfactory outcome in a time of NHS financial crisis.
The review of the Prison Mental Health Transfers Programme is due to present its findings later this year. Will it recommend major change to the whole process of transfer of prisoners under section-change that is backed by law and resources-rather than merely altering procedures?
We propose that the new Mental Health Bill be amended to incorporate a time limit for transfer to hospital from prison in the appropriate sections of the bill (sections 47 and 48). This time limit should reflect what would be considered appropriate in community psychiatric settings, thus fulfilling the concept of equivalence of care as well as basic human rights.
We also suggest that the bill should contain statutory obligations to ensure that those patients who are judged as needing hospital treatment while in police custody or in the court system cannot be sent to prison.
Of course, much wider debates may be had regarding the interplay between the criminal justice system and mental illness. The paradox of a prison population with a high number of prisoners awaiting hospital beds at a time of much demand for greater prison capacity is best exemplified by Ashworth, a closed psychiatric hospital wing that has now reopened as a prison (HM Prison Kennet). What is unarguable, however, is that acutely psychotic patients should not be in prison. Surely in the 21st century it is time for us as health professionals to act on behalf of one of the most forgotten, disempowered, and disadvantaged groups of patients? He was a relentless dissector and vivisectionist, relying on the ghoulish work of the "resurrection men" (body snatchers) to provide his human material. He was also supplied with specimens from London Zoo and once dissected an entire elephant in front of his house.
Cooper was the father of vascular surgery and made pioneering contributions to the treatment of hernias and the surgery of the breast. His body was placed in a lead lined coffin to protect him from the resurrection men and interred in the crypt of the chapel at Guy's in 1841. I sometimes park my car only a few metres from Cooper's mortal remains and am sure that, if not actually turning in his grave, he is moving uncomfortably to try to get a better look at what is happening to medicine in the 21st century.
Cooper is likely to be surprised by the large number of medical students that we now admit each year and by the heterogeneity of the student body. He might well see these large numbers as a commercial opportunity: the fees paid by students to attend his lectures at Guy's were a major source of income in his early career. He fell out with Thomas Wakley, the founding editor of the Lancet, because Wakley stole his lectures and, by publishing them, reduced the need for students to attend (and pay for) the lectures. Cooper stormed round to Wakley's house to remonstrate with him, posing as a patient to gain entrance. Striding into Wakley's study, Cooper found him correcting the proofs of one of his very own lectures. The element of farce was not lost on either man-both burst into laughter and became firm friends. Cooper would have been disappointed to see how "walking the wards" and the traditional medical firm structures have been eroded and would probably share a widely held concern about the effectiveness of pastoral care systems in medical schools and universities.
Cooper would also have been concerned to see the gradual replacement of cadaveric dissection with prosection and three dimensional electronic images. Dexterity, precision, and detailed anatomical knowledge were, in an era without antibiotics and anaesthesia, prerequisites for safe and swift surgery and, in Cooper's view, could be acquired only through relentless dissection. The Anatomy Act of 1832, passed shortly before Cooper's death, put an end to the lucrative activities of the body snatchers but made dissection the legal fate of the poor-if no one claimed your body, or you were too poor to pay for a funeral, you were sent to the surgeons.
Finally, Cooper would undoubtedly have been horrified by the medical training application service (MTAS), though for reasons different from those that have led to two unprecedented parliamentary apologies. MTAS is designed to simplify applications for medical training posts and to promote equity and selection on merit; Cooper, however, was a great believer in patronage and nepotism. When the governors of the Borough hospitals refused to appoint his nephew and biographer, Bransby Cooper, to succeed him as senior surgeon at Guy's, the ensuing row led to a split between the two institutions, which persisted until the 1982 re-merger.
Burch's book has many vivid and gripping accounts of a truly extraordinary man living in extraordinary times. Comparisons with today's medical leadership are inevitable; Cooper is such a compelling role model, and leaders of his stature are now few and far between. Burch's lucid writing, with more than a little of the Jan Morris about it, is often tinged with the ghoulish and gruesome but is equally leavened by humour and sympathy. The book falls short of a panegyric-Cooper had his faults-and succeeds brilliantly in bringing him to life against the heady background of early 19th century London medicine and late Georgian society. And of course a pitchfork through the hand is going to hurt, but this was nothing to the time he was knocked unconscious by a concrete block: his head wound eventually stopped bleeding and Mum let him sleep it off. Farm work was dangerous. People got gored by cows, kicked by horses, crushed under bales, and sucked down into slurry pits. We were city kids turned feral and we loved it. Thirty years on we laugh about the scars and our children roll their eyes at "the stories." But our modern children have been reduced to a perpetual state of fear in our health and safety police state.
A recent survey found that 70% of nurses experience work related stress. Occupational health departments, their case load once full of asbestos exposure, burns, and trauma, are now dealing with an explosion in stress related illness. An occupational health principle, "the hierarchy of control," seeks to limit risk from the top down-stopping children working on farms, for example. But how can we operate this principle with regard to stress? Being a nurse or a doctor is stressful. Sleepless nights, early waking, worry, guilt, anger, and frustration are all part of the package. That survey found that nurses are responding to stress in the time honoured way: by smoking and drinking. I suspect that dark humour and swearing are still widely used stress busters too.
But I don't think that the stresses stem from poor pay, lack of respect, uncertainty, or long hours, as the survey suggested, for these have much improved. The reality is that working with patients is inherently stressful. All that counselling, Indian massage, whale music, and pan pipes will make no difference. Society is more demanding now, and we have to try to deliver the undeliverable.
Therefore university prospectuses should be more honest. Rather than seeing images of relaxed and smiling doctors in white coats gathered around a microscope we should see hungover, frazzled doctors and nurses huddled at a fire exit smoking. The caption might read, "A career that pushes you to the edge and then flings you over it." I wonder whether in 30 years I will look back and laugh at all my work based psychological scars.
Des Spence is a general practitioner, Glasgow destwo@yahoo.co.uk
Who's this: youth worker; artist; qualified magician; businessman; environmentalist; pilot; landlord; author; ex-sportsman; architecture activist; defender of faiths; armed forces officer; keen skier; village builder; and champion of organic farming? By any measure, it is an impressive curriculum vitae. And that's without adding "heir to the throne," a role that inevitably overshadows his other skills, knowledge, and experience.
The Prince of Wales's diverse interests are reflected in the 18 not-for-profit organisations that comprise the Prince's Charities group. Some, like the Prince's Trust, are well known. But what about the Prince's Drawing School ("Three men and a pencil," to give its unofficial nickname)?
Among the group is the Prince's Foundation for Integrated Health. Established in 1993, it aims to promote understanding of, build confidence in, and widen access to integrated health care. This it defines as "a combination of orthodox and complementary medicine that treats every illness in the wider context of the patient's circumstances-(eg, exercise, relationships, diet) and with reference to the whole person."
The foundation has its work cut out, not least because it has commonly been seen as merely a cheerleader for complementary therapy. However skewed and unfair this view, it has (mis)informed the charity's reputation among patients and advocates of "orthodox" medicine.
Partly to counter that unhelpful perception, the charity has just launched a policy and research programme that focuses on integrated approaches for six common chronic illnesses: allergies, back pain, depression, irritable bowel syndrome, obesity, and stress. This is brave stuff. Lessening the burden of any one of these would be a considerable achievement. To improve practice and outcomes for all six will take nerve, ingenuity, and perseverance.
Obvious barriers lie ahead. The foundation states that an integrated approach to health "brings together the safest and most effective aspects of mainstream medical science and complementary healthcare." Yet these worlds barely speak the same language, let alone understand or willingly work with one another.
And anyway, delivery of health care is often less about the noble ideals of collaboration and more about the raw reality of competition for recognition and validation (such as the public's attention and trust, media coverage, and grants). In such an atmosphere, cooperation and sharing of ideas with unlikeminded others may represent an unrewarding distraction.
Still, the foundation deserves luck in its efforts. The prince says, "Only through collaborative thinking can we paint a complete picture of world healing." Difficult to argue with that. It turns out that they knew each other when both were students in Edinburgh, and both were assistants to Mr K, a private teacher of anatomy there. They both took delivery of bodies of people supplied to the anatomy school whom they suspected very strongly to have been murdered by the Irish suppliers. In one case, however, Macfarlane murders a man himself, and delivers the body to Fettes.
Mr K, of course, is Robert Knox, and the Irish suppliers the infamous Burke and Hare. Knox was for a time the most successful anatomy teacher in Scotland, with "a popularity due partly to his own talent and address," says Stevenson, "partly to the incapacity of his rival, the university professor"-the despised Professor Monro tertius. 
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Geriatrics: The Diseases of Old Age and Their Treatment By Ignatz Leo Nascher
First published 1914
Geriatrics has a long and fascinating history, going back to the epic of Gilgamesh, through the Jewish Bible and up to the 19th century studies of Jean-Marie Charcot. However, many believe that the field entered the modern era with the publication in 1914 of Ignatz Leo Nascher's seminal text. The book's origins are interesting in that it began with a ward round. As a medical student in New York, Nascher was part of a team that came to an acutely ill woman, whose condition Nascher's professor described in words that can still be heard today: "Old age." When our young hero asked what could be done to help the patient, he was shocked by his teacher's response: "Nothing!" Several years later Nascher wrote his definitive text, in which he first formulated the clumsy term "geriatrics" from the Greek "geron" (old man) and "iatrokos" (medical treatment). While apologising for his awkward formulation, Nascher offered that "euphony and mnemonic expediency were considered of more importance than correct grammatical instruction."
Nascher divided the book, at over 500 pages, into three sections: "Physiological Old Age," "Pathological Old Age," and "Hygiene and Medical Legal Relations." Many but not all of the diseases known to us today are described. Some that at the time were not yet named are alluded to. For example, Alzheimer's disease was not described as such. (Alzheimer had, only a few years before, published his paper-not much noticed at the time.) However, Nascher clearly understood the syndrome of dementia. For example, "In determining the extent of senile impairment (in cognition), the normal mentality (pre-morbid status) of the individual should be known." This is not bad advice, even in our day. Nascher goes on: "The impairment, though manifested in any direction, may progress for years before it becomes obvious to friends and family . . . An early symptom is a hesitancy in recalling names, dates and events, fabricating others . . . The patient will forget where he puts things, will repeat questions that had just been answered . . . He becomes careless about details and loses the sense of neatness, leaving his desk disordered, his room untidy, his clothing disarranged."
The book makes for fascinating reading. Much material, especially that on therapeutics, is of course dated. However, the clinical approach described and, above all, the spirit of hope expressed in the book are as relevant today as they were almost a century ago. Just as we have learnt that the paediatric patient is not merely a little adult, Nascher's book shows us that the older patient is in many ways very different from the middle aged person she once was. The book is a testimony to this pioneer's dedication and an appropriate rejoinder to his pessimistic professor of medicine. We remember Nascher. Who knows the name of his teacher? A Mark Clarfield is head of geriatrics, Soroka Hospital, Soroka Hospital, Ben Gurion University of the Negev, Beer-Sheva, Israel markclar@bgu.ac.il Nascher: pioneer
